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S U M M A R Y
A 44-year-old alcoholic (and therefore immunocompromised) hospital cleaner presented with general
malaise, weight loss, and erythematous skin nodules. Computed tomography scanning revealed a neck
mass invading the thyroid gland, pulmonary inﬁltrates, liver lesions, and deposits on the anterior
abdominal wall, consistent with disseminated malignancy. However, tissue diagnosis showed a necro-
inﬂammatory process with no evidence of malignancy. Microscopy and culture of samples failed to
detect any infectious pathogen, but after an extended incubation period, Finegoldia magna was isolated.
This case study illustrates the importance of tissue diagnosis in suspected disseminated malignancy and
raises the risk of acquiring the rarer bacteria amongst hospital staff.
 2016 Published by Elsevier Ltd on behalf of International Society for Infectious Diseases. This is an open
access article under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
Contents lists available at ScienceDirect
International Journal of Infectious Diseases
jou r nal h o mep ag e: w ww .e lsev ier . co m / loc ate / i j id1. Introduction
Finegoldia magna (formerly Peptostreptococcus magnus) is a
Gram-positive anaerobic coccus (GPAC) and commensal bacterium
of the skin and mucous membranes of the mouth, upper
respiratory, gastrointestinal, and genitourinary tracts.1 Although
it is a commensal organism, it is potentially a virulent pathogen
that may cause life-threatening infections.2 Many different
presentations of F. magna have been reported. A unique case of
F. magna infection causing a systemic inﬂammatory response and
multiple cutaneous and visceral inﬂammatory lesions mimicking
disseminated malignancy is described herein.
2. Case report
A 44-year-old male hospital cleaner presented with symptoms
of fatigue, malaise, reduced appetite, signiﬁcant weight loss, and
‘boils’ on his feet and upper thigh, all of which had appeared in the
3 weeks preceding presentation. He denied gastrointestinal,
genitourinary, musculoskeletal, ear, nose, and throat symptoms.
He was a smoker and consumed in the region of 100 units of* Corresponding author.
E-mail address: pallavi.basu27@gmail.com (P. Basu).
http://dx.doi.org/10.1016/j.ijid.2016.10.006
1201-9712/ 2016 Published by Elsevier Ltd on behalf of International Society for Infect
creativecommons.org/licenses/by-nc-nd/4.0/).alcohol per week. There was no history of foreign travel, exposure
to animals, or contagious diseases.
Clinically a well-demarcated, abscess-like lesion had developed
on his left thigh and another on his right shin, and lesions were
visible on both feet. Hepatomegaly and a left-sided abdominal
mass were detected. There was no palpable lymphadenopathy.
Cardiovascular, respiratory, and oral examinations were unre-
markable. Haematological investigations revealed a normocytic
anaemia (haemoglobin 10.4 g/dl, mean corpuscular volume
80.9 ﬂ), hypoalbuminaemia (20 g/dl), hyponatraemia (123
mmol/l), and elevated alkaline phosphatase (150 IU/l) and C-
reactive protein (176 mg/dl).
A computed tomography (CT) scan of the thorax, abdomen, and
pelvis with contrast was requested for a high suspicion of
malignancy (Figure 1). This demonstrated a mass at the root of
the neck on the left side, partially destroying the left lobe of the
thyroid gland. Multiple small nodules and a patchy ground glass
appearance were present bilaterally in the lungs and there was
consolidation in the right middle lobe. Additionally a 4-cm lesion
was seen in the right lobe of the liver and cystic deposits were
apparent in the anterior abdominal wall, with the largest on the
left side. Images were consistent with metastatic thyroid
malignancy. However, in view of the hyponatraemia, a lung
primary with paraneoplastic syndrome was considered a more
likely diagnosis.ious Diseases. This is an open access article under the CC BY-NC-ND license (http://
Figure 1. Coronal computed tomography scan (with contrast) showing a liver lesion
and cystic lesion on the left side of the anterior abdominal wall (white arrows).
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showing extensive necrosis, ﬁbrosis, and inﬂammation of un-
known cause. No thyroid or lymph tissue was detected.
Subsequently a liver biopsy showed a necro-inﬂammatory process
with extensive destruction of normal liver tissue. No malignant
cells were noted. Gram-staining showed the possible presence of
bacteria within cells; stains for fungi and mycobacteria were
negative. The suspicion of a systemic infection likely secondary to
immunodeﬁciency was raised; however the possibility of a
systemic vasculitis or necrotic neoplasm could not be excluded.
Biopsies of the abdominal wall mass exhibited ﬁbrosis, inﬂamma-
tion, and microabscesses, with no evidence of tumour. Additional-
ly, large numbers of macrophages were detected, which raised the
possibility of tuberculosis or an atypical infection, but special
stains for microorganisms were non-diagnostic. Biopsies from the
skin lesion on his right leg showed a reparative response from
previous inﬂammation, with no evidence of malignancy or
vasculitis.
Serology for hepatitis B and C viruses and HIV were negative;
likewise, immunoglobulin and complement assays were normal.
Skin swabs were non-diagnostic and the four biopsy samples from
the neck, liver, abdominal wall, and skin lesions failed to grow any
speciﬁc microorganisms indicative of a diagnosis. Repeated blood
tests showed an ongoing inﬂammatory response and anaemia.
Negative blood cultures and a normal trans-oesophageal echo-
cardiogram excluded the possibility of bacterial emboli caused by
endocarditis. A subsequent ﬁne-needle aspiration (FNA) of both
the masses in the neck and abdomen was performed, andfollowing extended incubation, F. magna was isolated from both
samples.
The organism was sensitive to amoxicillin, and following an
extended course of 3 months, the patient’s symptoms resolved
completely. The leg lesions were noted to have healed and three
follow-up CT scans were performed showing complete resolution
of all lesions at 15 months.
3. Discussion
This case study illustrates a unique presentation of F. magna
mimicking disseminated malignancy. It is a commensal organism
that can become a virulent pathogen causing severe chronic
infection in the host.2
This anaerobe is one of the three most frequent species of GPAC
isolated from clinical specimens.3 It has been isolated from
patients with pulmonary, intra-abdominal, and genital tract
infections.2 However, it commonly presents as the agent of bone
and joint infections, predominantly in patients with prostheses
within 4 months of surgery,4 as well as other soft tissue infections,
including diabetic foot infections.2 F. magna more unusually has
been isolated in breast abscesses, infective endocarditis, necrotiz-
ing fasciitis, meningitis,2 and infections of the neck and submaxil-
lary gland.5
Several cases have been reported of intra-abdominal infections
secondary to F. magna,6 and it is the most common GPAC within
splenic and liver abscesses.7 This case was unusual as it mimicked
disseminated malignancy. Other conditions have been reported
that mimic disseminated malignancy, including peritoneal tuber-
culosis,8 amoebic abscesses,9 and inﬂammatory myoﬁbroblastic
pseudotumours of the liver,10 highlighting the need for tissue
diagnosis and prolonged culture.
In addition to prolonged culture, the diagnosis of F. magna can
require repeated cultures, as a high percentage are negative.1 In the
present case, Gram-staining and culture of several biopsy samples
were non-diagnostic. However, ﬁndings of possible bacteria within
cells and the presence of numerous macrophages in biopsy
samples raised the suspicion of an atypical systemic infection, thus
leading to extended incubation of further samples. 16S ribosomal
RNA (rRNA) gene polymerase chain reaction (PCR) is a technique
that is used to diagnose bacterial infections particularly when
bacterial cultures are negative.11 Thus, it would have likely been a
useful test in the diagnosis of F. magna in this case. However, in
order to investigate a possible diagnosis of systemic vasculitis or
necrotic malignancy in this patient, several biopsy samples were
taken from different sites, eventually growing F. magna from the
FNA samples, and thus it was not necessary to perform 16S rRNA
gene PCR.
Once the diagnosis has been made, several antibiotics can be
used, including penicillin, amoxicillin/clavulanic acid, piperacillin/
tazobactam, imipenem, metronidazole, cefoxitin, and chloram-
phenicol.12 This case was shown to be sensitive to amoxicillin and
the patient responded steadily over 15 months.
Immunosuppression and malnutrition are recognized reasons
why commensal organisms may become virulent.13 The present
patient was a chronic alcoholic, which may well have been a
contributing factor, as alcoholism is associated with both
immunosuppression and malnutrition.14
This is the ﬁrst reported case of F. magna presenting with both
intra-abdominal and cutaneous manifestations mimicking malig-
nancy. It is crucial that in such patients a tissue diagnosis is
obtained to prevent labelling the patient as incurable. It is
important to send samples for microbiology, liaising with the
laboratory to ensure that prolonged cultures are performed in
order to establish the diagnosis.
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